The Framingham Community Health and Tuberculosis Demonstration Study 1 not only showed that community control of disease-producing factors is feasible and effective for combating tuberculosis but also that this approach was likely to be the
Of these 180 cases, 18 have died, 16 have left town or have been lost, 15 are receiving treatment in out-of-town-institutions, and 131 are under care in Framingham. Of 146 living cases, 55 are incipient, 23 are advanced, and 68 are arrested; 136 are pulmonary and 10 non-pulmonary. Since the beginning of the Demonstration, under the care of the Health Station, including lost and dead cases, there have been 112 active cases, either incipient or advanced.
The death rate from tuberculosis for the period 1906-16, with corrections resulting from a special study of the reliability of mortality certification, has averaged 120 per 100 000. Ordinarily in the past~35 cases have been known at any one time, which constitutes 0.22% of the population, and averages 2.3 cases per death. With an average number of deaths of 15 annually, it has been estimated that on a basis of six cases to a death, there should be in Framingham~90 active cases.
It is interesting to note that among the 4500 individuals examined in the special drives in Framingham, there were 91 cases discovered, giving a morbidity rate of 2%. This rate applied to the town would give 320 cases, active and arrested. This basis would indicate that there were in the community 19 cases for every death, including arrested cases, and~10 cases for every death, when active cases alone are considered. About 49% of the 91 cases discovered in this group were arrested, which would mean that there should be in Framingham~163 active cases. As stated above, during the last year, 112 cases have come under the observation of the workers.
It is necessary, of course, to await future developments before a decision can be reached as to the reliability of the above rates. It is not the purpose of this paper to attempt to draw conclusions at this time. The findings are presented to indicate the scope of the Framingham work and its tendencies. It may be stated that at the present time a series of monographs is being prepared, dealing separately with each of the studies mentioned above as well as other activities not touched upon here. In this monograph series the results will be presented more fully and tentative conclusions suggested as far as is scientifically reasonable.
General mortality findings for 1917
Finally, it may be worthwhile here to indicate briefly in a summary fashion the mortality rate tendencies in Framingham as indicated by the 1917 findings. Obviously, no conclusions can be based on these findings:
(a) The general death rate, corrected for non-residents, has averaged 13.65 per 1000 for the last 10 years in Framingham (1906-16 
Conclusions
The Framingham Community Health and Tuberculosis Demonstration aims to be not only an investigation and an experiment in community disease control; it should also be a demonstration of a community method, successful or not, as events prove, of disease prevention and health administration. The latter aspect especially will be of wide interest. An accurate presentation of the findings of this social laboratory, as forecast in the above mentioned monograph series, is therefore of value. It may be that 'the results of the Framingham experiment will be more important than the result'. In any event, knowledge of the progress of the work may stimulate similar studies elsewhere.
Thus far the Health Experiment has apparently demonstrated the importance of sympathetic cooperation from local and outside agencies, as a basis for community social control over disease producing factors. It is the hope and anticipation of the committee that further developments will demonstrate that on a community basis, disease may be prevented and health created, thereby laying a permanent physical foundation for future social, economic, and spiritual evolution.
foundation for the investigation of the causes and control of other chronic diseases that impact the population. The US Public Health Service, recognizing a growing epidemic of coronary heart disease (CHD), funded the Framingham Heart Study to explore the causes of heart disease in 1948. It was not clear how best to go about doing this. Like the population Tuberculosis Study initiated in 1916, it was initially decided to do a community disease control demonstration programme, but later, under the auspices of the newly established National Heart Institute, it was directed at seeking out correctable predisposing causes and clues to its pathogenesis. 2 This change in the Framingham Heart Study objectives was initiated by Felix Moore at the National Heart Institute and by Thomas Royal Dawber, the chief architect of the Framingham Heart Study, owing to the lack of information about causation and no handle on practical means of prevention. CHD was thought at that time to be an inevitable consequence of age and genetic makeup. The Framingham site for the study was promoted by Professor David Rutstein, newly appointed to chair a department of preventive medicine at the Harvard Medical College. Equally persuasive was Paul Dudley White, a leading cardiologist of the day, who had just been named executive director of the National Advisory Heart Council and chief medical advisor to the National Heart Institute. The town of Framingham was selected because its residents had already shown their willingness to cooperate with medical researchers. From 1916 to 1923, 5000 Framingham residents had volunteered to participate in the long-term Framingham Tuberculosis Demonstration Study. In a preventive effort, residents were examined for tuberculosis and by the end of the study the community physicians were finding and treating the disease sooner. In 1925, 2 years after the completion of the study, 75% of cases were found in an early stage compared with 45% in 1916. Early treatment and improved sanitation led to a 55% decrease in tuberculosis cases and a 6% decline in the death rate. After 1923, Framingham town officials continued the work and the Framingham model became incorporated in county and city tuberculosis programmes nationwide.
The tuberculosis study set the stage for the use of Framingham, Massachusetts as a 'social laboratory'. The assertion by Anderson that 'knowledge of the progress of the work (Tuberculosis Study) may stimulate studies elsewhere' has certainly come about, both at Framingham and worldwide. The Framingham Heart Study took many of the same steps in organizing a community recruiting effort, soliciting the cooperation of the local physicians and the health department, and diagnosing the disease outcome. The Study also used medical consultative services to establish the presence of disease and select hypotheses to test. The major difference was that the Framingham Heart Study did not intervene, concentrating instead on seeking out the predisposing factors and the incidence and clinical characteristics of the disease as it occurs naturally in the population.
Thus the landmark Tuberculosis Demonstration Study not only sparked an era of public health community control of an infectious disease 3 but also an epidemiological population-based approach to seeking out the predisposing factors leading to the occurrence of many chronic diseases of unknown origin.
The Tuberculosis Study of 1916 should be listed among the milestones in the historical development of chronic disease control in the US along with cancer reporting in New York State in 1911, the first population-based cancer-reporting registry in Connecticut in 1935, and the Framingham Heart Study in 1948. 4 
